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MEDICAL, SURGICAL, OBSTETRICAL, THERA-

PEUTICAL, PATHOLOGICAL, ETC.

FATAL CASE OF VIPER BITE.
ON June 8th J. H., aged 4 years and 8 months, and his
little sister were out chasing butterflies in a field near a
streamlet, about 3oo yards from home. Walking through a
patch of bog myrtle and heather the lad said " a littlp frog
jumped up and bit him on the leg through his stocking." The
sister says " he immediately ran home screaming all the way."
This was between II and 12 A.M. The father said the boy's
face upon reaching the house was a picture of terror, and
from the children's story the conclusion was drawn that he
had been bitten by a viper. Two small punctures were to be
seen when the stocking was removed. The only treatment
was to apply some carbolic lotion they had in the house, and
then cover the place with tar. The father had to walk about
five miles to the nearest post-office to telegraph for me. I had
to drive about eight miles, and then walk two miles over the
fell to the house, which is on the moor, so that it was nearly
5 P.M. before I reached the house.

I found the lad curled up on two chairs, his face hidden
under his arm and away from the light (he would have his
cap over his eyes, I was told; he seemed in such terror vf see-
ing something). He appeared dull, lhad been violently sick
about a dozen times, beginning soon after entering the house,
and had had his bowels open once. The temperature was
normal, the pulse slightly quickened (about ioo), and the
heart sounds normal; the pupils were normal. He did not
complain ofanypain, but was thirsty. I found a smallbluelound
markaboutthe size of ashillingsituated at the middle and lower
thirds of the leg, with a well-marked puncture in it. I did
not notice two; the other might have been obliterated by the
tar which was difficult to clean off. The leg as far as the knee
was intensely swollen, being twice the size of the other, was
boggy to touch, a dull white colour, with here and there dark
bluish patches under the skin, very hot. but not tender.

I injected liypodermically into the wound and in several
places from the ankle to the knee at varying depths a solution
of potassium permanganate (5 grs. to A j), and kept the leg
constantly bathed with the same solution. I administered
liq. strych. hydroclilor., B.P., Tniij. hypodermically, and
ordered brandy to be given in as large quantities as possible.
The lad was put to bed, and as the telegram informed me
what the injury was I had with me a mixture containing
ammon. carb. grs. iv., tr. digitalis, ilijas, which lie took
every four hours.
On June gth the boy had a restless night and was half

comatose, but could be roused by shouting. He had been
severely purged, and passed motions and urine in bed un-
consciously. He was still thirsty. The temperature was
normal; pulse, Iio. The swelling had increased up the limb
to the groin, but not as much in proportion as was the leg the
previous day. Hypodermic injections of the same solution
were given all over the thigh, which was the same colour as
the leg and very hot. Bright red and blue lines like injected
vessels were well-marked at the base of the toes. The pupils
were sluggish; the corneal reflex present. The same treat-
ment, strychnine injections, medicine and stimulants, etc.,
was carried out.
On June ioth the boy passed a restless night, but was

quieter, occasionally throwing his arms about. He lay on his
right side, with knees and hip slightly flexed, the head
slightly flexed upon the back, the mouth open, the eyes half-
closed. The breathing was rather quicker, the temperature
normal, the pulse feeble and very quick; the heart sounds
were faint, the eyes were fixed, the pupils, slightly dilated,
did not react, the corneal reflex was slightly marked occa-
sionally. There had been no purging, but he had passed
urine in the bed, was taking no nourishment, and was dis-
tinctly moribund. The limb was decidedly improved; the
swelling had gone down considerably, and there was no heat.
Strychnine and brandy were given frequently hypodermic-
ally and everything possible done, but with no effect. The
boy died at 2 A.M. the following morning.

'The chances against recovery were the age of the patient,

the length of, time before I coulId' Bee the case, the celerity
with which the poison was absorbed, and the 'great 'shock to
the nervous system. Had the parents had the presence of
mind to suck the wound or to apply the actual' cautery, or
even to excise the wound,' the boy might have had a better
chance of recovery.
Potassium permanganate being suggested as a specific for

snake bites, I used it freely, and certainly it appeared to have
a good effect. Could I have seen the boy sooner, I think the
effects of the drug would have shown itself in a still more
satisfactory way. This case, I think, shows how exceedingly
poisonous the bite of a viper is, and how quickly its sym-
ptoms are developed. The boy was a strong, sturdy little
fellow.
Ravenglass. E. EDEN CASS, M.B., B.S.
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PAISLEY INFECTIOUS DISEASES HOSPITAL.
NOTES ON THREE CASES OF TRACHEOTOMY.

(By PHILIP C. WALKER, M.D., D.P.H., Assistant Medical
Officer of Health, Paisley.)

THREE cases of tracheotomy which I recently performed
suggest to my mind that certain precautions are necessary as
regards the time allowed to intervene between the adminis-
tration of antitoxin and the performance of the operation:
Janet A., a well-nourished child, aged 2 years, was admitted

to hospital at 4 P.M. on January igth, I90I. The breathing was
laboured and croupy, and there was a good deal of retraction
of the sternum and intercostal spaces during inspiration. I
injected 2,000 units of antitoxin at 4.30 P.M. At 8.o P.M.
(3 hours after antitoxin had been injected) I decided to
perform tracheotomy, as the breathing was becoming more
laboured and the child much exhausted.
The operation was completed without any unusual diffi-

culty, except for a little hvemorrhage which occurred when
the trachea was opened, although the wound was perfectly
dry before that; this, however, was of short duration. The
tube was inserted, the child recovered well from the ances-
thetic, and continued to breathe regularly through the tube
for about five minutes; respiration through the tube then
suddenly ceased, the child became cyanosed, and the breath-
ing was of exactly the same character as it had been prior to
the operation. The child became weak and inclined to
collapse. I passed a feather down the tube, and on with-
drawing it a little air was inspired, but no expiration through
the tube followed. I immediately removed the tube, and dis-
covered that when performing the operation the scalpel,
instead of cutting through the membrane, had detached it
from the anterior wall of the trachea and pushed it back-
wards, the tube being inserted between it and the anterior
tracheal wall. As long as the child remained with her head
back the membrane lay close to the posterior aspect of the
trachea, but as soon as the child raised her head it came
forwards, covering and closing the lower end of the tube. I
inserted the tip of my little finger and removed a large piece
of membrane, an exact lhollow cast of the trachea. This was
followed by haemorrhage of a dark viscid nature; and
although the wound was kept open by means of dilators and
artificial respiration resorted to for some time, the child
never rallied. It did not appear to me that she died from
haemorrhage, but rather from not having strength enough to
expel this thick blood from the trachea and large bronchi.
There were two questions which immediately occurred to me:

First, why did the membrane get pushed backwards by the
point of a sharp scalpel instead of remaining flxed to the
anterior wall of the trachea and allowing the knife to pass
through it, as was the case in several tracheotomies which I
had,7performed before the days of antitoxin? and, secondly, why
was the removal of the membrane followed by this dark
hiemorrhage ? To my mind there is only one answet to both
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these questions. The antitoxin had the effect of loosening the
membrane but had not been administered long enough for it
to be completely separated, so that at the time I operated the
membrane was not attached firmly enough to the anterior wall
of the trachea to be cut through along with it and not
separated enough to allow of its removal without leaving a
bleeding surface behind.
After considering the matter I determined never to operate

again within so short an intprval from the administration of
antitoxin, but either to wait till there was time for the lower
part of the membrane to-be completely separated or to operate
at once and give antitoxin immediately afterwards, deciding
which of these courses to adopt by the condition of the
patient on admission. I have now had the opportunity of
trying both these alternatives with success and briefly give
notes of the eases.
CASE i.-Helen M., aged 2 years, admitted January 23rd, at

6 P.M. Patient was fairly strong, and of a good colour, but
croupy, and the breathing laboured, retraction of sternum
and intercostal spaces during inspiration. I injected 2,000
units of antitoxin immediately and 2,000 units more at 9 30 P.M.
At I2.30 (61 hours after the first injection) as the child was
getting very weak I decided to operate, and on opening the
trachea the membrane protrudled and was easily removed by
the forceps. no hiemorrhage following, the tube was inserted,
and the child made a good recovery.
CASE II.-Polly W., aged 2 years, was admitted to hospital

at 2.45 P.M. on April 7th in a very exhausted eondition,
the face dusky and the sternum retracting nearly to the
vertebrae during inspiration. I considered that in her con-
dition she could not live very long, so operated at once. The
membrane was firmly attached to the trachea all round and
was cut through while still adhering to the anterior wall, I
inserted the tube without trouble and injected 4,ocO units of
antitoxin while the patient was still under the influence of
the anaesthetic; 2,nO0 more being given on the following
morning. The patient made a good recovery, the only trouble
being large pieces of membrane coming up the tube for a day
or two after the operation. I removed the tube on the eighth
day and the wound healed almost immediately.
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Tuesday, November 129th, 1901.
TREATMENT OF ULCERATION OF THE (IESOPHAGUS AND

STOMACH DUE TO SWALLOWING STRONG
HYDROCHLORIC ACID.

MR. C. B. KEETLEY communicated a paper on this subject.
An account of three cases was given and the main con-
clusion drawn from them and from a general consideration of
the subject was that it was a mistake to postpone resort to
surgery until there was no alternative except that of letting
the patient die from inanition. The region most severely in-
jured was the pyloric part of the stomach, where the acid
lodged. But infeetion of the air passages usually occurred,
probably from ulceration of the pharynx or of the cesophagus,
and sometimes by direct injury to the glottis itself. At the
same time, the physical strength and mental and moral state
of such patients (generally suicidal) were extremely lowered.
The following rules of treatment were laid down: (i) The
patient should receive no food (either liquid or solid) by the
mouth for several weeks-that is, he should not be fed by the
mouth as8soon as he could swallow with little or no pain; but
complete healing of the injuries should be waited for.
(2) When the injuries were serious (and they generally were
so), an operation should be performed within a few days of
the date of the poisoning, the sooner the better. The indica-
tions of such cases would most likely be best met by com-
bining a gastroctomy with a gastro-enterostomy, and carrying
the feeding tube through the gastro-enterostomy wound for
some distance down the efferent loop of the jejunum. This
was practically the method recommended by Witzel for an
ordinary gastro-enterostomy except that, in cases of poisoning
by corrosive acids, something more was desirable, namely,

an arrangement for washing out and draining the stomach
through the gastrostomy wound. For this purpose, passing
a long narrow gastro-jejunal tube through a short, compara-
tively wide gastric tube, might be recommended. If, in
spite of treatment, pyloric contraction should take place (as
it usually did), this plan provided a gastro-enterostomy ready
made. The gastrostomy wound should be closed or kept
open according to the final condition of the cesophagus. This
treatment would reduce greatly the danger of infection of the
air passages, the usual cause of death in these cases. In the
after-treatment feeding by the gastro-jejunal tube should be
commenced at once. Local treatment should be given to the
mouth and nose, the pharynx and cesophagus, and the sto-
mach. The mouth should be frequently washed out, the
teeth cleaned, and if unsound disinfected or extracted. The
nasal passages, if unhealthy, should be attended to. The
pharynx should be frequently sprayed with warm boracie
lotion and oc.-asionally dusted with iodoform. As soon as
swallowing became painless, hot water, or hot neutral saline
solution, should be allowed ad libitum. After each meal given
by the gastro-jejunal tube, the stomach should be washed out
with hot water through the gastric tube. The author believed
that the application in some such way of the principles of
surgery to this distressing class of cases would greatly reduce
their mortality and lessen the permanent injury in those who
more or less recovered.
Mr. PERCY PATON referred to a case which had been under

his care, a woman, aged 30, and a suicidal case, in whom the
chief injury seemed to be to the cesophagus; but an
cesophageal tube was fairly easily passed and she improved
for a time. A few days later, however, great distension of
the stomach supervened. An incision was then made into
the stomach, and the first part of the duodenum was so
ulcerated that gentle pressure with the finger through the
pylorus caused rupture of its wall. The patient died in forty-
eight hours. A gastro-enterostomy might have given rather
more chance of recovery.
Mr. CLINTON DENT thought that in a fairly large proportion

of these cases the injury was almost entirely at the pyloric
end of the stomach, and ulceration was very protracted.
Any operation performed in the dark, as Loreta's operation,
was unsatisfactory. A pyloroplastywas, in his opinion, much
more satisfactory. Where there was dilatation of the stomach
a gastro-enterostomy was not a good method, and with a
Murphy button still more unsuitable. The avoiding of
feeding by the mouth for a long time was questionable. A
broad rule after gastric operations was to feed by the stomach
as soon as possible, providing the food were hot. Suicidal
cases, it had seemed to him, did just as well as non-suicida)
cases.
The CHAIRMAN believed it was rare for the aesophagus to

be so injured in these cases that a tube could not be passed;
the difficulty in swallowing arose from spasm and painful-
ness. For stricture of the pylorus pyloroplasty seemed to be
the best method, and a Murphy button was contraindicated
on account of the great probability of its falling back into the
stomach. The use of a bone plate was preferable. The heal-
ing of any part of the body depended on the general body
nutrition, and feeding by the mouth more greatly helped this
as compared with feeding by other channels.
Mr. KEETLEY replied.
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Wednesday, November 6th, 1901.
THE MOTOR IJOCALISATION IN THE LuMBO-SACRAL REGION

OF THE SPINAL CORD.
DR. ALEXANDER BRUCE read a paper on the motor centres in
the lumbo-sacral portion of the spinal cord. He showed that
the muscles for the foot and those which arose from the
bones of the leg had their centres in the postero-lateral and
post-postero-lateral groups below the fourth lumbar segment,
and adduced evidence from a case of Van Gehuchten and one
of his pupils that the intrinsic muscles of the foot were
innervated from the post-postero-lateral groups. From
another case he showed that the psoas iliacus and pectineus
were innervated from the lateral groups in the second and
third lumbar segments, while the centres for the obturator


